PCV81 ASSESSING THE IMPACT OF INCORPORATING PATIENT KNOWLEDGE AND BELIEFS INTO ANTICOAGULATION THERAPY MANAGEMENT SERVICES  by Lavallee, DC et al.
538, UK-504, France-483), under 122 cardiologists, mean age 62
(SD 12), mean weight 80 kg (SD 15), 22% female were recruited
with co-morbidities of hypertension-53%, dyslipidemia-52%,
diabetes-20% and prior MI-23%. Index diagnosis was: non
ST-elevation ACS-62% and ST-elevation MI (STEMI)-38%.
Admission and discharge use of medications were: aspirin-36 &
95%, clopidogrel-21 & 94%, statins-37 & 84%, beta-
blockers-30 & 76% and ACE inhibitors/ARBs-34 & 67%. 2349
stents were used (DES-52%; France-33%, Spain-64%, UK-55%)
with 58% of patients receiving only one. A total of 51% of
patients were transferred at least once between study and another
hospital, France-54%, Spain-46%, UK-54%. Admission to PCI
at study hospital was: median 2 days (IQR 1–5 days) for non-ST
ACS patients, (65% 3 days or less; France-87%, Spain-72%,
UK-38%); and median 0 days (IQR 0–2 days) for STEMI
patients, (73% 1 day or less; France-82%, Spain-74%,
UK-58%). Total stay was median 6 days (IQR 4–9) for both
cohorts. QoL at hospital discharge using EQ-5D health state
index was: median 0.85 (IQR 0.71–1.00) with 1 representing
perfect health, (France-0.85 (0.73–1.00), Spain-0.85 (0.73–
1.00), UK-0.81 (0.68–1.00)). CONCLUSION: These data indi-
cate geographic and case mix variation in management of ACS
patients, including use of DES, but with uniform early QoL
ﬁndings. Use of pharmacotherapies is high. Long term QoL will
assess the impact of variations, but these early ﬁndings are useful
benchmarks to guide service provision, focus treatment guide-
lines and validate clinical trials.
PCV79
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OBJECTIVE: To assess trends in utilization of stroke-related
outpatient physician services by physician specialty over the past
6 years. METHODS: This study was a retrospective analysis of
the National Ambulatory Medical Care Survey (NAMCS) from
2000–2005. Ischemic stroke related visits in persons aged 45
years were identiﬁed using diagnosis codes (ICD9CM) 433.1x,
434.xx, and 436.xx. Visits per/1000 persons were calculated
using United States population estimates. With logistic regres-
sion, we adjusted associations between stroke-related visits and
physician type (Neurology, Primary Care, and Cardiovascular
Medicine), for age, race, and region (Northeast, Midwest, West,
and South), sex, diabetes, hypertension, insurance type, and
survey year. RESULTS: From 2000 to 2005, stroke related out-
patient physician ofﬁce visits ambulatory care visits increased
signiﬁcantly from 4.7/1000 persons to 6.3/1000 (P
Trend =< 0.0001) persons, a 131% increase. During the study
period, the proportion of ambulatory stroke-related visits that
were to a neurologist increased signiﬁcantly from 15.5% in 2000
to 26.3% in 2005 (P Trend =< 0.0001). However, during the
same period, visits to primary care (2000: 74.4% vs. 2005:
67.8%), and cardiovascular medicine (2000: 10.0% vs. 2005:
5.9%) decreased. After adjustment, greater odds of stroke-
related visits to neurologist (OR = 10.6 95% CI: 7.9–14.1)
whereas no signiﬁcant differences were observed for cardiovas-
cular medicine (OR = 1.5 95% CI: 0.9–2.2) (Reference Category:
Primary Care). CONCLUSION: From 2000 to 2005, stroke-
related ambulatory physician visits increased signiﬁcantly overall
but particularly to neurologists. Secondary stroke prevention,
historically performed by primary care physicians in the US, may
be increasingly performed by neurologists. Given predictions for
large rises in stroke prevalence due to the aging population and
improved stroke survival, US demand for neurologists may be
insufﬁcient.
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OBJECTIVE: Disease state management (DSM) programs are
recommended for patients with conditions such as diabetes,
hypertension, and hyperlipidemia. However, the level of adop-
tion of these programs is not known. The objective of this
study is to determine the level of utilization of DSM programs
in the United States. METHODS: Data from the National
Ambulatory Medical Care Survey (NAMCS), which includes a
nationally representative sample of outpatient physician ofﬁce
visits, was used to meet the study objectives. In year 2005,
NAMCS included an additional item regarding enrollment in
DSM programs. Patients with diabetes, hypertension, or hyper-
lipidemia were identiﬁed and estimates for enrollment in DSM
programs were computed. Logistic regression analysis was used
to identify predictors of enrollment in such programs. Sample
weights and the complex sampling design of the NAMCS were
accounted in all the analyses. RESULTS: The ﬁnal study sample
included 3,884 patient visits. Patients with diabetes had the
highest rate of enrollment (24.6%), followed by patients with
hyperlipidemia (20.4%) and hypertension (19.5%). Insurance
status was an important predictor of enrollment status with
patients enrolled in Medicare [Odds Ratio (OR) = 1.68;
p = 0.021] and Medicaid (OR = 2.13; p = 0.008) signiﬁcantly
more likely to be enrolled in a DSM program as compared to
those without insurance. Patients of Hispanic ethnicity were
67% less likely to be enrolled in a DSM program (OR = 0.33;
p < 0.001). The only co-morbid condition that was a signiﬁcant
predictor of enrollment status was depression. Patients with
co-morbid depression were 1.87 times more likely to be
enrolled as compared to those without depression (OR = 1.87;
p = 0.004). CONCLUSION: Although the beneﬁts of DSM
programs have been documented, their adoption rate remains
extremely low. This study indicates that Hispanic ethnicity,
insurance status and co-morbid depression were predictors of
enrollment status. Additional studies are needed to identify
other predictors and to tailor interventions to increase the
adoption of such programs.
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OBJECTIVE: The primary aim was to determine the impact
on INR control resulting from the integration of information
on patient health literacy and numeracy, health knowledge and
health beliefs regarding warfarin therapy into the clinical infor-
mation provided to the pharmacist. METHODS: A single-
blinded randomized controlled study was conducted to test the
hypothesis that including information on patient’s health lit-
eracy, numeracy, and anticoagulation knowledge and beliefs
improves patient INR control. Patients were recruited from
anticoagulation management services at the University of Mary-
land Medical Center and the Baltimore VA Medical Center.
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Enrolled patients completed a series of questionnaires assessing
individual anticoagulation knowledge and beliefs, literacy and
numeracy skills. Only patients in the intervention arm had the
information incorporated into the clinical chart used by the
pharmacist to manage warfarin therapy. RESULTS: A total of
160 patients consented and were randomized into the study,
representing a 69.2% enrollment rate. Variation in INR read-
ings did not improve as a result of the inclusion of patient
information sheets in the charts of the intervention group as
compared to patients receiving standard of care (differ-
ence = 0.037; p = 0.58). Patient knowledge of anticoagulation
therapy signiﬁcantly improved in the intervention group as
compared to patients receiving standard of care (differ-
ence = 0.8 points (measured on a 20-point scale); p = 0.04).
CONCLUSION: Systematic inclusion of information regarding
patient knowledge and beliefs of oral anticoagulation therapy,
literacy and numeracy skills did not improve INR control but
improved patient knowledge of anticoagulation therapy. While
patient knowledge can be improved by providing opportunities
to individualize educational interventions, further studies are
needed to identify effective interventions to improve INR
control and patient outcomes.
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OBJECTIVE: To evaluate the effect of the voluntary implementa-
tion of heart failure guidelines on clinical outcomes, utilization
and quality measures among group purchasing organization
member hospitals.METHODS:Member hospitals were invited to
participate in this guideline implementation study. Patients at each
hospital presenting to the emergency department and hospitalized
with the primary diagnosis of heart failure between October and
November 2007 were randomly selected for inclusion. Data from
ﬁve hospitals (67 patients) who implemented the guidelines (cases)
were compared to seven hospitals (96 patients) that did not
implement the guidelines (controls). RESULTS: There was no
difference between male gender (51% vs. 43%, p = 0.34), age (74
vs. 74.7 yrs, p = 0.67) or past medical histories including heart
failure (81% vs. 82%, p = 0.89), hypertension(76% vs. 84%,
p = 0.25), coronary artery disease (54% vs. 61% p = 0.37), and
diabetes (47% vs. 54%, p = 0.39) in controls compared to cases
except for history of ejection fraction less than 40%(28% vs.
13%, p = 0.03). Clinical presentation was consistent with volume
overload in most patients with no differences between groups
except for fatigue (18%vs. 33%, p = 0.03) and congestion on ﬁrst
chest x-ray (52%vs. 28%, p = 0.003) on admission. Time spent in
the emergency department was signiﬁcantly lower in the cases
(4.3  1.7 vs. 3.5  1.4, p = 0.002), while hospitalization length
of stay (LOS) (4.9  3.1 vs. 4.3  2.3, p = 0.09) and ICU LOS
(2.9  3.2 vs. 1.8  1, p = 0.48) were not different. Use of IV
vasoactive drugs was higher in the cases (11% vs. 27%,
p = 0.003). Prescription for mortality-reducing oral medications
were higher in the cases (p > 0.05). Joint Commission core mea-
sures for documentation of discharge instructions (86% vs. 91%,
p = 0.10), prescribing of ACE inhibitor or angiotensin receptor
blocker upon discharge (63% vs. 66%, p = 0.29) and smoking
cessation education (58% vs. 64%, p = 0.41) was more common
among cases. CONCLUSION: There was a trend for improve-
ment in utilization and compliance with quality measures in
hospitals where guidelines were implemented.
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OBJECTIVE: Myocardial perfusion imaging (MPI) is recom-
mended by the American Heart Association/American College of
Cardiology for the evaluation/diagnosis of patients with coro-
nary artery disease. Disparities have been found in the use of
exercise stress testing based on gender and other sociodemo-
graphic factors. Our goal was to speciﬁcally assess these dispari-
ties in MPI. We hypothesized that women are less likely to receive
MPI procedures than men after controlling for other sociodemo-
graphic factors. METHODS: Patients undergoing MPI were
identiﬁed using data from the 2004 National Ambulatory
Medical Care Survey (NAMCS) and National Hospital Ambula-
tory Medical Care Survey (NHAMCS) using the International
Classiﬁcation of Diseases, 9th Revision procedure code 89.44.
Utilization rates (tests/100,000) by gender were calculated at a
national level. Multiple logistic regression analyses (with sample
weights applied) were conducted controlling for age, race, eth-
nicity, and payment type. RESULTS: In the United States in 2004,
2.9 million and 228,000 MPI procedures were ordered by ofﬁce-
based physicians and hospital outpatient departments, respec-
tively. The utilization rates differed by gender (NAMCS: men
420, women 250; NHAMCS: men 415, women 175). Logistic
regression analyses revealed that for ofﬁce visits and hospital
outpatient visits, women were less likely than men to have MPI
orders (NAMCS: OR 0.63, 95%CI 0.41–0.97; NHAMCS: OR
0.54, 95%CI 0.32–0.91) after controlling for other sociodemo-
graphic factors. For ofﬁce visits, age and race were also associ-
ated with the MPI orders (both p < 0.05). Subgroup analyses
among women showed that for ofﬁce visits, age had signiﬁcant
impact (p < 0.001) on the use of MPI in women; while for
hospital outpatient visits none of the sociodemographic factors
studied were signiﬁcantly associated with the use of MPI in
women. CONCLUSION: MPI was ordered less frequently for
women regardless of age, race, ethnicity, and payment type.
Understanding why the gender disparities exist requires further
research into clinical and social factors.
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OBJECTIVE: To measure the impact of depression following a
thrombotic cardiovascular event (TCE) on health care services
utilization in elderly Medicare beneﬁciaries and to determine
whether antidepressant use affects this relationship. METHODS:
A cohort of 7051 community-dwelling non-HMO elderly ben-
eﬁciaries who experienced a TCE were pooled from the 1997 to
2002 Medicare Current Beneﬁciary Survey. Baseline characteris-
tics and antidepressant utilization were ascertained through the
self-reported survey. TCEs (410, 411, 413, 414, 415, 433–438,
452, or 453) and depression (296.2, 296.3, 296.5, 296.6, 298.0,
300.4, 308.0, 309.0, 309.1, 309.4, or 311) were identiﬁed by
ICD-9 codes on Medicare claims. Depression was identiﬁed by a
depression claim within six months after the TCE. Antidepres-
sant utilization by class was measured through at least one drug
mention. Time to ﬁrst emergency department visit, inpatient
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